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Objectives. We evaluated the World Health Organization’s rapid assessment and
response (RAR) method of assessing injection drug use and its associated health
problems, focusing on knowledge gain, capacity building, and whether RAR leads
to the development of interventions reducing the health effects of injection drug use.

Methods. Data were derived from RAR studies conducted in Beijing, China;
Bogotá, Colombia; Greater Rosario, Argentina; Hanoi, Vietnam; Kharkiv, Ukraine; Minsk,
Belarus; Nairobi, Kenya; Penang, Malaysia; St. Petersburg, Russia; and Tehran, Iran.

Results. Substantial gains in knowledge and response capacity were reported
at all of the study sites. Before RAR initiation, prevention and intervention pro-
grams had been absent or inadequate at most of the sites. The RARs resulted in
many new or modified interventions; 7 sites reported 24 health-related inter-
ventions that were subsequently developed and influenced by the RARs.

Conclusions. RARs, which require relatively little external funding, appear to
be effective in linking assessment to development of appropriate interventions. The
present results add to the evidence that rapid assessment is an important public
health tool. (Am J Public Health. 2006;96:288–295. doi:10.2105/AJPH.2003.035899)
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Rapid assessment is a practical public health
tool for use in investigating problems in areas
in which policymakers, planners, and practi-
tioners need to make decisions in contexts of
limited resources and in which conventional
social science and public health assessment
methods are inappropriate.1–6 Rapid assess-
ments have been used in fields as diverse as
nutrition,5,7 reproductive health, water hy-
giene,8 environmental disasters,9 and HIV/
AIDS.10 Some are undertaken to raise aware-
ness of public health problems, whereas oth-
ers are oriented toward planning, developing,
and implementing public health programs
and projects.

The rapid assessment approach is charac-
terized by speed and the use of multiple
methods (including analysis of existing data,
key informant interviews, focus groups,
observations, mapping, and population esti-
mation) and multiple data sources. Rapid
assessment promotes an investigative
orientation—involving data triangulation
and inductive modes of analysis—and multi-
level evaluations of the ways in which health
problems are influenced at the individual,
community, and structural levels.10,11 The
method is designed to ensure that responses
are strengthened through community
involvement.

Rapid assessments are widely used in in-
vestigating drug problems.12–16 Rapid assess-
ment guidelines for substance use17 have
been issued by the World Health Organiza-
tion (WHO), the Joint United Nations Pro-
gramme on HIV/AIDS, the United Nations
Children’s Fund, the United Nations Interna-
tional Drug Control Programme,18,19 the US
Office of HIV/AIDS Policy, Médecins Sans
Frontières of Holland (MSF-H), the United
Nations Development Programme, and the In-
ternational HIV/AIDS Alliance. Most rapid

assessment guides and reports remain in the
unpublished literature.17

In 1998, the WHO rapid assessment ini-
tiatives were relabeled rapid assessment and
response (RAR) to highlight the link between
the assessment of and the development of
health-related interventions. The emphasis is
not on knowledge gain per se but on how
knowledge is used in improving public
health responses. Thus, along with guidance
on assessment methods, the WHO RAR
guides include information on community
participation, capacity building, advocacy,
methods of formulating recommendations,
and ways to develop and plan interventions.
They also include basic information on
prevention, harm reduction, and treatment
interventions.20–22

RARs on injection drug use (IDU) typically
involve profiling the study area and the con-
text of IDU in that area and then assessing
the populations and settings at risk, drug use
patterns and health risk behaviors, health and
social issues linked to IDU, and interventions
currently available. These RARs typically

result in action plans involving recommenda-
tions for new or modified interventions.

A recent review showed that at least 83
rapid assessment studies on substance use,
involving 322 different sites in 70 countries,
were undertaken in the period 1993 through
2001.23 The largest study—conducted in the
Russian Federation—involved the MSF-H
program focusing on HIV/AIDS prevention
among injection drug users; in this program,
200 health professionals from 61 cities un-
derwent training in rapid assessment and
HIV prevention, resulting in 63 rapid assess-
ments.24 Another multisite RAR was the US
Rapid Assessment, Rapid Response, and Eval-
uation (RARE) study, which focused on HIV/
AIDS in African American and Hispanic
communities.25

The proliferation of rapid assessment
work in the substance use field26,27 has
not been matched by evaluations of the
method,28–30 and there has been consider-
able debate about evaluation criteria.30–35

In our view, it is necessary to judge the RAR
approach in terms of both methodological
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adequacy and whether the approach leads
to relevant public health interventions. We
chose to focus on the latter issue, undertak-
ing a prospective evaluation of RAR studies
on IDU as part of the WHO Phase II Drug
Injection Study.

METHODS

Because, in the case of IDU, one of the
issues was whether RAR would be feasible
in different settings, staff from the WHO
Phase II Drug Injection Study selected sites
in low- and middle-income countries to re-
flect different global regions with emerging
or established IDU populations and differ-
ing levels of awareness of and readiness to
respond to health issues related to IDU.
Local principal investigators were con-
tracted to undertake RARs to facilitate the
development of projects designed to pre-
vent IDU-related HIV infection and other
adverse health consequences.

Ten sites (Beijing, China; Bogotá, Colombia;
Greater Rosario, Argentina; Hanoi, Vietnam;
Kharkiv, Ukraine; Minsk, Belarus; Nairobi,
Kenya; Penang, Malaysia; St. Petersburg,
Russia; and Tehran, Iran) conducted RARs
using the WHO IDU-RAR guide.36 Technical
support was provided by the Centre for Re-
search on Drugs and Health Behaviour
(CRDHB) and WHO. The study was natura-
listic and prospective in design: Teams
adapted the RAR method as needed, with
minimal direction from CRDHB or WHO,
and information was collected prospectively.
RARs were conducted between November
2000 and September 2002. All sites estab-
lished community advisory boards and used
multiple methods, including analysis of exist-
ing data and interviews conducted with key
informants. Sites were not allocated a
budget for intervention development.

The component of the evaluation study
described here focused on detailing the out-
comes of the RARs; in a future report, we will
describe the methods used by the teams. Out-
comes evaluated included generation of rele-
vant local knowledge, capacity building, and
whether HIV prevention and other health-
related interventions were developed. An in-
tervention was defined as an activity designed
to bring about improvements in the health of

IDU populations by facilitating changes in in-
dividual risk behaviors, changes in community
responses and norms, or structural changes
(e.g., changes in policies or laws). We in-
cluded in our assessment new interventions
as well as existing ones in which changes had
been instituted.

We used 3 data sources in our evaluation.
First, we obtained the RAR reports from
each site, which were between 35 and 200
pages in length and were written by the
principal investigator and the research team.
They included descriptions of country and
city contexts, methods used, and findings
and recommendations.

Our second data source was the question-
naires completed by the principal investiga-
tors. Questionnaire 1, completed immedi-
ately before the initiation of the RAR,
included questions on the principal investi-
gators’ perceptions of the “baseline” situa-
tion regarding injection drug users and the
health issues associated with IDU. Question-
naire 2, completed when the RAR report
was submitted, included questions on princi-
pal investigators’ views about the knowledge
that had been gained and the interventions
that had been developed during the RAR.
Questionnaire 3, completed 9 to 12 months
after the RAR report had been submitted,
requested information on subsequent activi-
ties, including capacity building and inter-
vention development.

Third, we obtained data from communica-
tions with the principal investigators, includ-
ing e-mails, telephone conversations, and per-
sonal meetings, and from materials related to
the interventions such as leaflets and photo-
graphs. Data were quantified or subjected to
thematic analyses (e.g., extracts from RAR re-
ports). Findings were assessed by the princi-
pal investigators to ensure their accuracy. The
present study included information received
and analyzed up to November 2002.

RESULTS

Knowledge Gain
At baseline (as assessed via questionnaire 1),

most of the principal investigators rated the
information available at their sites on the 15
domains shown in Figure 1 as poor, with the
exception of knowledge of different drugs

used and modes of drug administration, char-
acteristics of drug users, and risk behaviors.
Figure 1 shows that principal investigators
were reporting substantial gains in knowledge
by the end of the RAR (questionnaire 2); at
that point, each principal investigator re-
ported that information was adequate or
good in all domains, with the exception of
prevalence rates of HIV, hepatitis C virus, and
hepatitis B virus. (Information on blood-borne
viruses was collected in a structured survey
conducted after the RAR.)

Most principal investigators commented
on the significance of the RAR in terms of
gaining more detailed information and over-
coming anecdotal impressions about drug
use. In the words of one principal investiga-
tor: “For the first time, we have received a
broader spectrum of data on injecting drug
use.” Another investigator pointed out that
the study represented the first instance in
which the actual existence of IDU had been
documented in the capital and other major
towns and cities.

In questionnaire 2, principal investigators
were asked to describe 3 examples of knowl-
edge gain and provide reasons why this infor-
mation was important (Table 1). The primary
reasons mentioned focused on drug use and
risk behaviors, including new trends in drug
use, drug-using practices, and risk behaviors;
knowledge about injection drug users’ sexual
behaviors; injection drug users’ lack of
knowledge about risky behaviors, blood-
borne viruses, and other health problems
(e.g., overdose); and lack of or inadequacy of
services for injection drug users.

Capacity Building
Capacity building was defined as increases

in a site’s ability to respond stemming from
new links, new knowledge, and new skills
obtained from carrying out RARs. In ques-
tionnaire 3, all principal investigators re-
ported that they had established new links at
the city level with individuals, agencies, or in-
stitutions; 8 reported that they had developed
new national and international links (in addi-
tion to those formed as part of the study col-
laboration); and 4 had developed new re-
gional links. These linkages reportedly led to
better collaboration and to initiation of new
types of responses to IDU and HIV.
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Note. HBV = hepatitis B virus. At the Minsk site, data on time 1 characteristics of IDUs and on time 2 sexual risk behaviors
were missing; at the Beijing site, data on time 2 prevalence of hepatitis C virus (HCV) infection were missing.

FIGURE 1—Principal investigators’ ratings of levels of knowledge about injection drug users
(IDUs) at initiation and end of rapid assessment and response (RAR).

For example, a harm reduction program to
provide outreach, needles and syringes, infor-
mation on safe disposal of drug supplies, and
access to health care services to residents of
shantytowns was developed in marginal areas
of the Greater Rosario belt. This project was
developed in collaboration with the Ministry of
Health (which provided syringes and salaries)
and the Regional AIDS Programme (which
provided condoms); the RAR group provided
training, and the national harm reduction net-
work coordinated this training. The data in
Table 2 show that principal investigators as-
signed a mean rating of 4.0 (out of a possible 5)
to the importance of contacts made during the
RAR to the development of interventions.

Each of the principal investigators reported
that conducting the rapid assessment led to
an increase in the capacity for research and
assessment on the part of the RAR team,
the community advisory board, and others

(government, nongovernmental organizations,
and community-based organizations), including
a greater ability to contact and interview
“hard-to-reach” populations such as injection
drug users about whom little information was
available. The teams also reported increases in
the areas of knowledge of and capacity for
using different research methods, dissemina-
tion of findings and recommendations, commu-
nity participation (especially through linking
with populations of drug users and with other
organizations), use of data for advocacy with
local and national governments and funding
agencies, and development of interventions.

Recommendations for Interventions
All teams formulated specific and

grounded recommendations in their RAR
reports for interventions designed to reduce
IDU-related health risks. Common recom-
mendations were as follows: institution of

policy changes enabling interventions to be
introduced, initiation of information and edu-
cation projects, improvements in primary pre-
vention and health promotion, establishment
of additional professional training and re-
search opportunities, and initiation of specific
harm reduction interventions and treatment
and rehabilitation for injection drug users.

All RAR reports identified target groups
such as injection drug users and drug users
in treatment and in the community, drug
users who had been tested for HIV, partners
of drug users, female drug users, drug deal-
ers, homeless drug users, prisoners, parents of
drug users, young people, teachers, doctors
and health care professionals, journalists,
staff members of nongovernmental organiza-
tions, law enforcement personnel, social
workers, and religious organizations. Each
study team made recommendations that ad-
dressed drug and HIV problems at a number
of levels, for example, promoting outreach to
injection drug users and advocating for pol-
icy changes that would enable such outreach
to take place.

Reports varied in terms of evidence of
strategic thinking. Some indicated that recom-
mendations were unlikely to be implemented
unless obstacles were removed. Constraints
identified included legislation (e.g., restrictions
on the establishment or operations of non-
governmental organizations or on provision
of methadone), lack of financial or human re-
sources, and the failure of authorities to rec-
ognize the nature and seriousness of the IDU
problem. One report recommended the intro-
duction of methadone treatment but noted
that legal changes would be required to do
so and thus rated the plan’s acceptability and
feasibility as “low.” Another team noted that
although outreach and information programs
were theoretically feasible, “avoiding barriers
and guaranteeing the continuity of actions is
not easy given the scarcity of resources and
the crisis within the health sector.”

Interventions Developed and Implemented
The ultimate test was whether the sites

could develop the interventions recom-
mended. Nine to 12 months after completion
of the RARs, principal investigators from 7
sites reported on a total of 24 interventions
that had been implemented or modified and
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TABLE 1—New Information About Injection Drug Users Produced by RARs and How or Why It Was Useful: 
WHO Phase II Drug Injection Study, 2000–2002

Site Information Type/Description How or Why Information Was Useful

Beijing New information on initiation of drug use Important for health education and prevention messages

Lack of support structures for non–drug-using partners of heroin users Non–drug-using partners leave the relationship or start to use drugs themselves

Fear of becoming infected with HIV has led police and doctors to turn away Implications for HIV surveillance in Beijing and possibly in other provinces where similar 

HIV-positive drug users from detoxification and voluntary treatment centers practices may be occurring

without HIV counseling

Bogotá IDU is an expanding type of drug use and is fashionable in some social settings Need to develop policies and actions to prevent transition to IDU and address the risks 

involved in IDU

Inexperience and lack of tradition of injection, lack of information about safe Need to develop educational and preventive strategies addressing specific problems and 

injection practices and risks of indirect sharing of paraphernalia gaps in information levels and risk perceptions of injection drug users

The complete lack of specific actions to prevent health problems in drug-using Need to develop programs and actions in the middle term to reduce the adverse health 

and drug-injecting populations consequences of IDU

Greater Rosario Existence of shooting galleries that had never before been reported Important contact living in a shooting house collaborated in planning interventions

Drugs and poverty, especially use of free base cocaine and glue in marginal Materials developed in collaboration with community advisory board to access 

populations and diffusion of free base made in domestic kitchens shantytown population; problems with the law and police indicated need to produce 

information about drug users’ rights

Lack of interventions addressing IDU Development of “Let’s Reduce Risks—Condoms and Syringes” campaign, funded by Regional 

AIDS Program and implemented by National University of Rosario in collaboration with 

community advisory board

Hanoi Mapping of drug use Helped reach injection drug users and locate interventions

Sexual risk behaviors of injection drug users and their sexual partners More known about IDU sexual networks and drug use among female sex workers; helped 

explain the dynamics of HIV transmission from injection drug users to female sex 

workers and other populations

Information on available services and interventions for drug users Showed policymakers that current interventions were insufficient to reduce/stop IDU and 

HIV transmission and other health consequences; more intensive harm reduction 

activities needed

Kharkiv Information about prevalence and spread of IDU and users’ enrollment in . . . a

treatment programs

Information about incidence and details of overdoses occurring among injection 

drug users

New information about equipment and medicines used to prepare narcotics 

at home

Minsk Users often inject in places with no free access to running water (e.g., in a car, . . . a

on a staircase)

Risky injecting behaviors are less common among clients of syringe exchange 

outlets

Injection drug users are reluctant to call an ambulance in fear of possible legal 

consequences

Nairobi Widespread and well-established injecting IDU may have a role in heterosexual spread of HIV perinatally and to individuals who are 

Multiperson use of needles and syringes and unprotected sexual intercourse not injection drug users; need for further investigations to determine contribution of 

with multiple partners injection drug users to prevalence of HIV and viral hepatitis

Heroin is easily available in the streets of Nairobi. Kenyan international airports RAR revealed that despite the existence of antinarcotics unit, drugs spill over into the 

and seaports serve as trans-shipment points for heroin and other drugs local market

destined for markets in the West

Penang How addicts add or mix substances together with heroin to inject . . . a

Addicts had almost no knowledge about hepatitis B and C infections

Addicts perceive that only sharing needles is risky. They continue to share other 

injecting paraphernalia

Continued
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TABLE 1—Continued

St. Petersburg Behavioral risk among injection drug users is more dangerous than we anticipated Important to prepare prevention programs

Injection drug users obtain narcological services from hospital of infectious Important to consider need for adequate services

diseases

An outbreak of overdose; injection drug users obtain emergency treatment at city Important to develop standards for services when overdose occurs

hospitals, but death rates are high; treatment duration is only 1 day

Tehran Factors negatively influencing injection drug users’ access to sterile needles Introduction of pilot intervention in districts with high prevalences of needle sharing

Existing training, supportive, and treatment facilities Facilities available for injection drug users much lower than expected; lobbying 

of appropriate authorities in response

High prevalence of drug overdose and feeble management by health services; Issue not adequately dealt with in past; secondary data from intoxication and forensic 

death because of insufficient management not uncommon medicine centers unreliable; health centers and facilities inadequately equipped; 

determination being made of how to push for improvements in services

Note. RAR = rapid assessment and response; IDU = injection drug use. Data were derived from principal investigators’ reports.
a No response.

that had been informed by the RAR. Table 2
shows the types of interventions developed.
The majority of projects were funded exter-
nally. Overall, principal investigators assigned
a mean rating of 4.1 (out of a possible 5) to
the extent that RAR data contributed to the
development of each intervention.

Some of the projects focused on the train-
ing of generic and specialist staff members. In
St. Petersburg, for example, a project was im-
plemented to develop a psychological services
center in the city’s infectious diseases hospital.
The goal of this project was to train psycholo-
gists from other hospitals in HIV pretest and
posttest voluntary counseling. New services
implemented for injection drug users in-
cluded substitution treatment; for example,
the ministries of health care and internal af-
fairs in Belarus approved a substitution
treatment pilot project for opioid-dependent
injection drug users in Minsk, and several
methadone programs were initiated in outpa-
tient drug treatment clinics in Tehran. Many
sites developed harm reduction initiatives by
providing syringes and condoms and engag-
ing in outreach activities; in Greater Rosario,
for instance, the discovery of shooting gal-
leries led to a peer-based intervention in
collaboration with a key informant living in
a house where there was such a gallery.

Some interventions focused on education
and prevention among injection drug users
and those at risk of injecting through targeted
interventions in high-risk locations, delivered
through peer intervention and outreach
programs involving outreach workers and

volunteers. Other projects focused on policy
and strategy. For example, in Colombia there
had been little interest in IDU, and therefore
in Bogotá the RAR helped to ensure that this
issue was addressed in national policies, strate-
gies, and actions of the national drug program.

Some of the projects were new; others
were modified after the RAR. In Hanoi, for
instance, the RAR helped strengthen peer
education and harm reduction projects for
injection drug users, adding 7 peer education
groups in “hot districts” of the city, increasing
the overall number of groups to 19.

RAR teams also helped develop advocacy
and networking projects designed to promote
IDU issues in health care agencies, provide in-
teragency support, and help increase access to
care in existing health services. For example,
the Kharkiv team developed an advocacy proj-
ect to help change the attitudes of local author-
ities toward IDU, develop cooperation between
organizations and agencies, and support proj-
ects focusing on HIV and drug use prevention.

At 2 sites, the RAR contributed to the de-
velopment of further research. In St. Peters-
burg, an additional research project sought
to improve the quality of health care pro-
vided to drug users in existing state health
services. In Kharkiv, new research was con-
ducted to estimate the numbers of injection
drug users in 2 other cities, identify organiza-
tions involved in HIV prevention among in-
jection drug users, analyze possibilities for ex-
tending HIV prevention, and reach a
politically acceptable decision to continue pre-
vention activities at the local level.

DISCUSSION

Limitations in the design of our study war-
rant some caution. This study was conceived
as an “uncontrolled” investigation relying on
reports from program participants. However,
the principal investigators offered candid and
critical comments about difficulties in conduct-
ing RARs and the limitations of their work.

Data sources were limited, and the evalua-
tion itself—in the spirit of RAR—was con-
ducted at low cost, with a total budget of ap-
proximately $60000. Bias was possible on
the part of the evaluation team because the
evaluators had also been responsible for de-
veloping RAR guides. Finally, the RARs as-
sessed in this study may not be typical of oth-
ers. They were not always rapid, and some
teams were overambitious. Most were led by
principal investigators with experience (to a
greater or lesser extent) in social science re-
search but rarely in multimethod research.
Most teams had previous knowledge of and
experience with drug and HIV issues.

Knowledge Gain, Capacity Building, and
Intervention Planning

What we now know is that, in practice,
undertaking an RAR is itself part of the inter-
vention process. RARs led to substantial re-
ported gains in knowledge about local condi-
tions, and in their reports the teams were
enthusiastic about their new knowledge:
There was a sense of discovery in the way ev-
idence was reported. This was especially the
case in instances in which the research staff,
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TABLE 2—Development of Responses and Interventions Linked to RARs: WHO Phase II 
Drug Injection Study, 2000–2002

Principal Principal 
Investigator Investigator 

Site Intervention Type Intervention Description Funder/Other Input Data Ratinga Contact Ratingb

Beijing None

Bogotá Education and prevention Information about risks for injection drug users WHO; Canadian government 5 1

Policy and strategy Inclusion of injection drug users in national drug plan US Embassy 2 1

Training Training of professionals in the area of injection Programa Presidencial para Afrontar el Consumo de 3 1

drug use Drogas; British Council

Greater Rosario Harm reduction Education campaign: syringes and condoms Ministry of Health; National University of Rosario; 5 5

Argentinean Harm Reduction Association 

Harm reduction Harm reduction program in shantytowns Ministry of Health; Regional AIDS Programme; 4 5

Argentinean Harm Reduction Association

Hanoi Training Training in peer intervention harm reduction  German–Vietnam Technical Cooperation 3 3

(needles, condoms)

Kharkiv Research Intervention coverage UNICEF 5 5

Counseling Establishment of network of counseling centers UNICEF; State Centre for Youth Social Services; 5 5

local budgets

Advocacy Development of network to provide support to British Council; European Commission 5 5

HIV/AIDS agencies

Minsk Counseling Assistance to HIV-positive individuals . . . c 4 5

Rehabilitation Rehabilitation centers for injection drug users . . . c 4 4

Treatment Pilot substitution project . . . c 5 5

Harm reduction Establishment of a network of outreach workers and . . . c 5 5

volunteers

Harm reduction Expansion of the network of syringe exchange outlets . . . c 5 5

Nairobi None

Penang None

St. Petersburg Research Referrals/treatment links between outpatient and Switzerland 5 5

inpatient facilities

Treatment Treatment for drug problems Switzerland 5 5

Health care Integration of drug users into existing state health Family Health International 5 5

care services

Training Training of psychologists in counseling in infectious Norwegian Church Aid 5 5

disease units

Tehran Policy and strategy Establishment of “National Committee on Harm 3 3

Reduction” at Ministry of Health; preparation 

of “National Harm Reduction Action Plan”

Treatment Methadone programs in outpatient clinics . . . c 2 3

Research Drug use RAR in prisons . . . c 4 3

Harm reduction Harm reduction programs in prisons . . . c 2 2

Harm reduction Guidelines on pharmacy sales of syringes . . . c 5 5

Training Harm reduction training for health workers and . . . c 3 3

pharmacists

Note. RAR = rapid assessment and response. The data presented here were reported during the 9–12-month period after the RAR. The total number of interventions was 24.
aPrincipal investigator’s rating (on a 1–5 scale) of the extent to which RAR data assisted in response development (mean rating: 4.1).
bPrincipal investigator’s rating (on a 1–5 scale) of the extent to which contacts made during the RAR assisted in response development (mean rating: 4.0).
cNot reported.
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health and welfare personnel, and govern-
ment personnel were unknowledgeable
about and unaccustomed to direct contact
with injection drug users. RARs helped to de-
mystify and reduce fear of injection drug
users and demonstrated that they could be
contacted in the community—itself a precur-
sor to outreach for HIV prevention and
health promotion. RARs also demonstrated to
the target populations that someone was in-
terested in their health and welfare. Thus, as
well as being an investigative method, RARs
pave the way for interventions.

RARs also enhance response capacity. Un-
dertaking RARs helps develop knowledge and
skills and provides new links to individuals
and agencies, in turn facilitating intervention
development. This process appears to take
place because RARs emphasize community
and organizational involvement and because
the practical need to collect information from
a wide range of sources quickly brings the
team into contact with many organizations
and individuals, again indicating how RARs
are part of the intervention process.

A third way in which RARs can be consid-
ered a component of the intervention process
is that they encourage teams to consider what
needs to be done to reduce harm and improve
health. In undertaking RARs, principal investi-
gators and teams learn how to analyze prob-
lems from a public health perspective.

All teams used the knowledge gained to
recommend a range of activities designed to
reduce IDU-related harms. The recommenda-
tions were not “formulaic” but were relevant
to local contexts. In the words of 1 of the
principal investigators, RARs allowed the cre-
ation of prevention materials on the basis of
“local realities and language.” Thus, recom-
mendations were grounded in both the data
and the analysis.

Interventions Implemented
The final test is whether RARs lead to

practical changes that aid the target popula-
tion; in other words, are they a vehicle for
implementing public health responses? Pro-
jects develop through complex stages from
the initial idea to formulation of proposals,
acquisition of funding, and establishment of
the intervention itself. A major challenge in
the present case was that WHO funding did

not include intervention development, and
thus, part of the “test” was whether teams
could convince funders of the merits of the
case for helping injection drug users. Seven
sites reported on a total of 24 interventions
that had been developed and were informed
by the RARs within 9 to 12 months after
their completion. These interventions repre-
sented a good return on the WHO RAR in-
vestment of approximately $10000 per site.
Thus, the results of the present study add to
evidence from elsewhere suggesting that
rapid assessments indeed aid development
of interventions.

For example, the MSF-H Russian project
led to 34 HIV prevention programs, including
needle exchange programs, outreach and
group education, health promotion materials,
treatment referral systems, and provision of
medical services.24 The RARE program pro-
duced new knowledge that was highly rele-
vant to local intervention development aimed
at preventing HIV infection.25 Our review of
83 rapid assessment reports revealed that
half were followed by interventions relevant
to the target group, such as workshops, train-
ing, policy changes, involvement of the com-
munity in intervention development, network
building, and specific medical and nonmed-
ical interventions.23

It would be unwise to assume that the RARs
were solely responsible for the interventions
developed. Undoubtedly, interventions had al-
ready been under consideration at many sites
(as in Greater Rosario), some sites were at the
stage of response readiness, and other sites
used the RARs to help them modify existing
projects (as in Hanoi). However, principal in-
vestigators believed that the RAR data gath-
ered and contacts made during the rapid as-
sessment were significant in the development
of projects. All reported that existing projects
were enlarged or new ones initiated after the
completion of the RAR. Finally, many of the
projects involved collaboration between agen-
cies, confirming the views of the principal in-
vestigators about the importance of the links
that had been established during the RARs.

At 3 sites, interventions had not been im-
plemented by 9 to 12 months after the RAR.
In 1 case, the problems were a lack of govern-
ment awareness and readiness to respond and
competing health and economic difficulties.

It may therefore be unfair to judge an RAR
only according to whether interventions are
developed, that is, without considering the
relationship of the RAR to national and local
response readiness. The site that reported no
interventions did in fact have an impact on
the national drug policy, and thus, the RAR
played a role in the first stage of policy
change. At another site, the reason for the
lack of intervention development might have
been that most of the study team members
were from a research institute involved in
large-scale, long-term interventions. Two of
the sites where interventions had not yet oc-
curred had pipeline projects.

RARs do not operate in a vacuum, and
there are many factors beyond the control of
research teams that affect the likelihood of
recommendations being adopted and trans-
lated into interventions and influence the
long-term sustainability of interventions. Not
the least of these issues are a country’s eco-
nomic and social conditions and the fact that,
in many nongovernmental organizations and
funding agencies, drug prevention may be
more of a priority than harm reduction. In
some countries, public opinion is antipathetic
toward injection drug users, and government
policies do not address the needs of this pop-
ulation to any significant degree. It is unrealis-
tic to expect RARs to always be successful
given that their scale is relatively small in the
face of considerable obstacles. What is appar-
ent, however, is that in many cases rather
small amounts of money can lead to imple-
mentation of innovative and much-needed
interventions. Our findings add to the grow-
ing evidence on the role of rapid assessment
as a practical public health intervention.
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